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Gardnerella vaginalisAbstract Background: Reactive arthritis is classiﬁed as an autoimmune condition that develops in
response to an infection in another part of the body (cross-reactivity). Coming into contact with
bacteria and developing an infection can trigger the disease.
Case presentation: We describe a female patient, who presented with acute polyarthritis. Gyne-
cological examination showed vaginal inﬂammation. Cultures from vaginal swabs grew Gardnerella
vaginalis. The diagnosis of G. vaginalis induced reactive arthritis was posed. Treatment with Flagyl
(500 mg a day) was followed by a gradual reduction of the arthritis, and vaginal discharge.
Conclusion: We propose to consider including Gardnerella infection among the causative factors
of reactive arthritis and Reiter’s syndrome.
 2014 Production and hosting by Elsevier B.V. on behalf of Egyptian Society for Joint Diseases and
Arthritis.Open access under CC BY-NC-ND license.1. Introduction
Reactive arthritis is classiﬁed as an autoimmune condition that
develops in response to an infection in another part of the
body (cross-reactivity). Coming into contact with bacteria
and developing an infection can trigger the disease. By the time
the patient presents with symptoms, often the ‘‘trigger’’
infection has been cured or is in remission in chronic cases,
thus making determination of the initial cause difﬁcult. The
clinical pattern of reactive arthritis commonly consists of aninﬂammation of fewer than ﬁve joints which often includes
the knee or sacroiliac joint. The arthritis may be ‘‘additive’’
(more joints become inﬂamed in addition to the primarily
affected one) or ‘‘migratory’’ (new joints become inﬂamed
after the initially inﬂamed site has already improved). The
spectrum of the arthritogenous agents is large and the list is
growing continuously. We describe a patient with Gardnerella
vaginalis induced reactive arthritis [1–3].
2. Case report
A 36-year-old woman was admitted for fever and acute
polyarthritis of the small joints of the hand, knees, ankles
and feet (Fig. 1). One week later, an itchy skin rash appeared
on both lower extremities. The patient did not have any back
pain and on examination there was no sacroiliitis. There was
no signiﬁcant history of urethritis or diarrhea in the preceding
month before developing arthritis.
Figure 1 Picture of the arthritis for the included joints; small joints of the hand (left) and feet (right) with edema mainly on the right side
in a 36 years old female with Gardnerella vaginalis.
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joints and an urticarial rash over the calves. The temperature
was 38.6, blood pressure was 110/70 and the pulse was 90 per
minute. Gynecological examination showed vaginal inﬂamma-
tion. The rest of the physical examination was not contributory.
The erythrocyte sedimentation rate was 50 mm in the ﬁrst
hour, Hb was 12 g/dl, WBC 17000 with 73% of polymorpho-
nuclear neutrophils (PMN); the rest of the blood count,
routine serum biochemistry, protein electrophoresis and a gen-
eral analysis of the urine were normal. Rheumatoid factor,
antinuclear antibody (ANA), anti deoxyribonucleic acid
(anti-DNA) and antineutrophil cytoplasmic antibody (ANCA)
were negative. Serum complement levels were normal. Serolog-
ical tests for hepatitis B and C, Treponema pallidum hemag-
glutination assays/Venereal Disease Research Laboratory test
(TPHA/VDRL), Chlamydia and Human immunodeﬁciency
virus (HIV) were negative. Cultures from vaginal swabs grew
G. vaginalis.
The diagnosis of G. vaginalis induced reactive arthritis was
posed. Treatment with Flagyl (500 mg a day) was followed by
a gradual reduction of the arthritis, and vaginal discharge. Ten
days later, the pathological dermal and musculoskeletal signs
disappeared and the patient resumed her previous activities.3. Discussion
Bacterial vaginosis is a very common clinically deﬁnable
condition in which a shift occurs from a predominance of lac-
tobacilli dominated ﬂora to a vaginal anaerobic environment,
constituted by gardnerella, micrococci, streptococci and staph-
ylococci. The bacterial components of this condition were
reported to be implicated in pelvic infections and pelvic inﬂam-
matory disease. About half of the patients are symptomatic, a
malodorous discharge being the main clinical sign. Topical or
oral metronidazole is the treatment of choice [1–3].
G. vaginalis is a common anaerobic bacterium which may
cause bacterial vaginosis and sexually transmitted disease. Its
presence can be demonstrated in vivo by morphological bacte-
riological and serological methods and in vivo by a polymerase
chain reaction [4]. Gardnerella may infect the male partners
and cases of Gardnerella-induced male urethritis have been
reported [5]. To our knowledge, only three cases of reactive
arthritis, alias Reiter’s syndrome related to Gardnerellawere described [6–8]. Two of the patients were males and in
one case the organism was also isolated from a vaginal speci-
men taken from the patient’s wife. The clinical features varied
from oligoarthritis to polyarthritis and tendinitis of the lower
extremities. In one patient asymptomatic sacroiliitis was dis-
closed by computed tomography. The extraarticular features
included vulvovaginitis and urethritis, dermatitis, fever, con-
junctivitis and vesicles of the ﬁngers. The HLA phenotype
was B27 in two cases. Non steroidal anti inﬂammatory drug
and antibiotic treatment (metronidazole or minocycline) re-
sulted in resolution of the symptoms, however in one case;
recurrence of arthritis was reported after a few months.
Further radiological investigation and HLAB27 typing
would have been of value in this case to allow for an improved
classiﬁcation. The triggering agents for reactive arthritis are
identiﬁed in only two-thirds of the cases. We propose to
consider including Gardnerella infection among the causative
factors of reactive arthritis and Reiter’s syndrome.
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